Personality and mentality change relatively little with advancing years. Some impairment of memory functions, psychomotor slowing, greater difficulties in adapting to new situations and of learning in general are of little practical importance during the later part of life. Decreasing competitiveness and increasing disengagement of interests and of involvements with the lives of others can be seen as leading to optimal adjustment of the elderly within modem society. These minor shifts in personality functioning are probably the result of subtle age changes in the cells of the body and especially in those of the brain. Unfortunately, the ageing brain, the ageing mind, and the ageing person within society are prone to undergo pathological changes and to be subjected to stresses resulting in psychiatric illness, disability, or invalidism. On the basis of house-to-house surveys it has been discovered that this is the case in 20-30% of the elderly population as a whole, and that this high incidence of psychological disturbances increases further within this population with rising age. Many very old people remain especially well preserved and robust, but these studies established that overall 10% showed defects or symptoms which could be attributed to pathological changes in the brain, though these were of a seriously disabling sort in only 5-6%. Clear-cut and serious depressions were found in only 1-2% of elderly populations, but in contrast to brain disorders these. occurred mainly below the age of 75. Well-defined disorders of character and neurotic syndromes of disabling severity were encountered in 5-9%, but a further 10-15% complained of milder preoccupation or symptoms to the survey teams.
General-practice studies have revealed that family doctors tend to be aware of only half of the psychiatric disorders in their elderly patients. Old people are but rarely referred to psychiatric outpatient clinics, and in comparison with younger persons patients over 65 are sent to mental hospital with a request for admission far in excess of any statistically based expectations. The weaknesses of our hospital services for elderly people who suffer at the same time from physical and mental disabilities, and whose families can no longer cope with them, have been once again highlighted in a recent leading article in the B.M.7. (23 March, p. 723). One author is quoted as having said about these geriatric patients that they "are usually labelled selectively from their multiple pathology with the diagnosis best calculated to gain admission by a particular hospital." As the leader remarks, instead of the patient being shaped in Procrustean fashion to the bed, the bed is shaped to the patient.
It would be quite unrealistic to expect that hospital services for elderly people will be extended and improved in the foreseeable future to an extent where sudden demands for hospital beds will be met at all tirnes and under all circumstances. In the present mounting crisis there is only one way open: better co-operation between family doctor, local authority health and social services, the geriatrician, and the psychiatrist. This is being achieved in many areas, and there have been numerous reports. The keynote that will be struck again and again in the present article is simply this: early recognition and appraisal of senile mental disorders by the family doctor should lead in all instances in which disorders due to senile brain changes are suspected to early co-operation with social, local health, and hospital services. Clearly, occasional errors in initial evaluation or sudden clinical changes for the worse demanding emergency admission cannot be avoided in every case, but in the great majority forward planning should be possible. This will ensure not only that the patient will receive expert treatment where this might fall outside the family doctor's province, but, more important, that social services, day hospital attendances, and temporary and terminal admissions can be arranged in an orderly manner. To return to the starting-point of this discussion, beds will thus not be blocked by emergencies produced by neglect, but will be occupied at the right time, for the right time, by the right patients. Family doctors in some areas may still find that they receive insufficient co-operation from their hospital colleagues, but they should be encouraged to press their demands for rational kinds 
Organic Mental Disorders
Sudden restlessness, disorientation, hallucinosis, or disorganization of behaviour are almost always the result of acute medical or surgical conditions. The correct treatment of these delirious reactions is of course that of the causative physical disease. Where the condition is not very severe and its cause has been diagnosed treatment at home may be possible. Before therapeutic measures-for example, antibiotics-have had time to act, the patient's mental condition may require separate attention. For obvious reasons sedatives are contraindicated, but a tranquillizer like promazine hydrochloride 50 mg. up to four doses a day is safe and may be effective. In undiagnosable or more severe cases emergency requests for specialist's opinion and admission are definitely indicated.
Memory deterioration, disorientation, declining ability of self-care, and incontinence, all developing over a number of months, give an early warning of the gradual development of one of the dementias of old age. The measures involving cooperation with community and hospital services recommended in the first section should be initiated. Family care is usually advisable, because the dementing patient's faculties are better preserved in accustomed surroundings and within a sphere of continued domestic activities. The burden on the family may be heavy, but most relatives prefer this to early relief by admission. Rejection occurs as a rule only where no attempt is made to ease the load by expert medical and social measures. Among others, painstaking physical care is necessary to avoid the sudden development of illnesses leading to delirious reactions. Small amounts of tranquillizing preparations may. be given for limited periods, and the change should be rung with night sedatives such as chloral hydrate or the more quickly eliminated barbiturates-for example, amylobarbitone sodium. The watchful family doctor will be able to gauge the point where temporary or terminal hospital admission becomes necessary. The geriatrician (or, where the patients physical health had been good, the psychiatrist) will have had previous knowledge of the case and thus be more likely to offer early relief within a rationally conducted health service for the aged. Emergency problems will continue to be unavoidable in the case of socially isolated old people, but these present a small minority even under modern living conditions. FURTHER READING Grad, Jacqueline, and Sainsbury, P., Brit. 7. Psychiat., 1968 , 114, 265. Macmillan, D., Brit. 7. Psychiat., 1967 , 113, 175. Morton, E. V. B., Barker, M. E., and Macmillan, D., Geront. clin. (Basel), 1968 , 10, 65. Post, F., The Clinical Psychiatry of Late Life, 1965 . Oxford. Post, F., Proc. roy. Soc. Med., 1966 , 60, 249. Post, F., Practitioner, 1967 , 199, 377. Post, F., Postgrad. med. 7., 1968 , 44, 307. Williamson, J., et al., Lancet, 1964 , 1, 1117 MEDICINE TODAY Investigation of Intermittent Claudication "Medicine Today" is the television series for dcctors produced by the B.B.C. Advice on the preparation of the programme is given by the Association for the Study of Medical Education.
The programme on B.B.C. 2 on 3 December was on the subject of arterial disease of the legs. Printed below is an article prepared with the help of an expert contributor to complement the televsion programme, which will be repeated on B.B.C. 1 on 10 December at 11.15 p.m.
Intermittent claudication simply means intermittent limping, but it has become a term specifically applied to the interference with exercise caused by pain from an ischaemic muscle. Therefore one can designate a pain as intermittent claudication only if 'it is produced by exercise and relieved by rest.
History
Pain.-The pain of claudication may vary from a slight ache to a severe cramp-like pain. The patient can " walk through " the mild ache, but the severe cramp stops him immediately. The pain usually wears off after one to three minutes of rest, and any pain that lasts longer is not due solely to muscle ischaemia. One sees many patients in a vascular clinic complaining of pain in the calves while in bed, or pain in the thighs and back immediately after getting up from bed or a chair. This type of pain is never ischaemic in origin, since intermittent claudication hardly ever begins after walking less than 10 yards. The' cause of the pain is its diagnostic feature, and will in almaostievery case separate those patients with backache, sciatica, etc., from those with arterial disease.
Site of Pain.-The pain of intermittent claudication commonily appears in the calf muscles, but no muscle group escapes.
hie site of the pain may give an indication of the site of the vascular occlusion. Calf pain is usually due to a block of the superficial femoral artery in the thigh. Buttock pain is due to internal iliac artery occlusion, and pain in the calves radiating up into the thighs to aorto-iliac or generalized iliac artery disease. This pattern is not constant, and pain in the sole of the foot can be due to aortic disease, and calf pain to disease of the calf muscle vessels.
Intermittent claudication can occur in the arms as a result ofsubclavian or innominate artery disease, and must be distinguished from angina pectoris radiating down the arm.
Exercise Tolerance.-The time taken for the pain to appear is directly related to the amount of exercise being performed. Thus a patient may be able to walk 100 yards on the flat but only 50 yards uphill. This makes the distance as judged by the patient a very unreliable measurement, but when patients are exercised in a standard manner on a treadmill their exercise distance is remarkably constant.
Claudication may appear gradually, the walking distance at first being 400 to 500 yards and gradually shortening over a few weeks, or it may appear suddenly at a fixed distance and not change. Claudication in one leg at 50 yards may mask symptoms in the other leg that would have appeared at 100 yards; the patient will believe this leg to be normal and may have an unpleasant surprise after the bad leg is cured.
Relief by Rest and Further Exercise.-The relief afforded by rest is usually complete, though some patients complain of an ache that continues after the cramp-like pain has abated. The second walking distance is usually very close to that of the first.
Duration of Symptoms.-It is important for assessing treatment to know the duration of the symptoms and their behaviour during that period. In many cases it is not possible to be sure of the rate or direction of progression of the disease without observation for many months. Spontaneous improvement can occur as long as one year after the beginning of symptoms.
Associated Symptoms-Intermittent claudication is muscle pain. The circulation to the skin is usually adequate, but most patients complain of cold feet at night and may notice that their feet become colder as they walk. Some develop paraesthesiae and numbness in the lower legs as the claudication pain starts to appear. These symptoms are relieved by resting, but they do not disappear as quickly as the muscle pain. Symptoms of this type are more often associated with musculo-skeletal disease, and if they are prominent they may be so misleading that the true diagnosis of arterial disease is missed.
General History.-Atherosclerosis is a generalized arterial disease, so it is important to know if the patient has had any signs of cardiac or cerebral disease. As many as half will be found to have had angina, coronary thrombosis, or cerebrovascular accidents. It is no use curing a man -of a 50-yard claudication if his angina pectoris stops him at 60 yards.
Examination
Inspection.-The legs are often of normal colour,'but if the ischaemia is severe pallor, blueness, and even gangrene may be present. The skin of the feet is usually dry and slightly scaly, but the interdigital clefts may be moist and' the site of a fungus infection. The nails may be thickened.' Loss of hair is not a valuable sign.
If both legs are raised the affected food will blanch faster than the good foot. When both are lowered below heart level the bad foot will become red slower than the good side, and after a few minutes it may become blue and congested.
Ischaemic ulcers, infection around the nails, and gangrene may be obvious.
These symptoms constitute what is loosely classed as " pregangrene," and a careful examination to detect them is important, as their presence indicates that the circulation is on the borderline of failure and active treatment is strongly indicated.
Pulses.-The most valuable part of the clinical examination is the palpation of the pulses.
